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M otivational interviewing (MI)

is a patient-centered, directive
counseling style that builds on intrinsic
motivation. When doing M1, the pe-
diatrician creates a partnership with the
patient to explore and resolve ambiva-
lence about behavioral change.

MI is often associated with the
transtheoretical model first described
nearly 25 years ago by Prochaska and
DiClemente, who identified what they
called stages of change, a continuum of
readiness to change behavior. (Figure 1)
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Drawing in part on this understanding
of the change process, William R. Mill-
er and Stephen Rollnick collaborated to
develop the motivational interviewing
approach.

In the stages of change model,
the pediatrician facilitates change by
matching counseling strategy to patient
readiness. Readiness is viewed not as a
patient trait but as a fluctuating product
of interpersonal interaction. MI refers
to “looking and seeing together from
the patient’s perspective” rather than
probing to extract information for di-
agnosis and management. MI has been
successfully applied to many types of
behavioral goals (eg, diet and exercise,
contraception, smoking, and drug use).

MI is particularly effective for
those who are not interested in change
(precontemplation stage) or are think-
ing about it but are not yet prepared
to make a commitment (contempla-
tion stage). MI can also help pediatri-
cians working with adolescents who
are firmly committed to change within
1 month (determination/preparation
stage), whose behavior change has
already begun (action stage), and those

whose behavior change is well estab-
lished, typically for 6 months or longer
(maintenance). If a patient resumes an
unhealthy behavior, MI can be used to
reframe relapse as a learning opportu-
nity.

Comprehensive MI can be time con-
suming, which is why it is not typically
suited to the busy primary care set-
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ting. However, adaptations of MI that
include key strategies described in this
paper have shown promise for modify-
ing teens’ risky or unhealthy behaviors.

THE SPIRIT OF MI

The essential spirit of MI comprises
3 elements: collaboration, evocation,
and autonomy.
* Collaboration is a partnership be-

tween pediatrician and adolescent that

positions the adolescent as an expert

about his/her own experiences, values,

beliefs, and goals.

Evocation is the use of open-ended
questions and reflections to help the
patient identify his or her intrinsic
motivation for change. In MI, it is
the adolescent’s task to articulate and
resolve ambivalence about change
and the pediatrician’s role to help the

adolescent examine his or her internal

conflicts about values, goals, beliefs,
and behaviors.

* Autonomy is the adolescent’s respon-
sibility to change his or her behavior
and decide if, how, and when changes

will occur. In support of autonomy,
MI proposes that direct persuasion is
not an effective way to resolve am-
bivalence.

These elements underscore the pediatri-

cian’s respect for the patient’s perspec-
tive and behavioral choices. While re-
spect for a perspective or a choice does
not imply agreement, it communicates
a premise: that the patient’s beliefs and

behaviors arise from a distinct combina-

tion of needs, desires, and information
(or lack of information) unique to him
or her.

PRINCIPLES OF MI

Pediatricians wishing to incorporate
MI in their practices should become

skilled in communication strategies that

have been shown to promote rapport
and resolve ambivalence that is an ex-
pected component of behavior change.
The 4 principles of MI are to: (1) ex-
press empathy, (2) develop discrepancy,
(3) roll with resistance, and (4) support
self-efficacy in each patient encounter.
¢ Facilitate behavior change by express-
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to change behavior.
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ing empathy and accepting patient

beliefs and behaviors. This is more
effective than applying pressure
through persuasion. Direct persuasion
(“finger-wagging”) usually elicits re-
sistance, especially among adolescents
and particularly among those with an
oppositional or defiant temperament.
MI creates a nonjudgmental environ-
ment that allows the adolescent to talk
openly about behaviors and beliefs.
Practice reflective listening to com-
municate understanding. When your
patient describes a behavior with a
negative health impact, temporarily
compartmentalize and hold off on
voicing your concerns. Encourage an
alliance by resisting the urge to give
advice undil it is requested or at least
ask for the adolescent’s permission
before offering an alternative point of
view.

Develop discrepancy by recognizing
inconsistencies between current status
and important goals or between cur-
rent behavior and important values.
Adolescents who are aware of these
inconsistencies will usually attempt
to make changes when they become
aware of the consequences of current
behavior. Ask the patient’s permission
to offer objective information about
any discrepancies.

Roll with resistance by recognizing
that it is normal to feel ambivalent
about behavior change. (Tables 1 and
2) Resistance usually occurs when the
patient feels pushed to do something
he or she is not yet ready to do. Signs
of resistance include arguing, inter-
rupting, denying there is a problem,
ignoring the provider, missing ap-
pointments, presenting too late for an
appointment, or failing to complete
requested tasks. Overt compliance
with covert defiance is another form
of resistance, signaled when the visit
goes “too smoothly” and the adoles-
cent seems to be agreeing too easily.
In MI, arguing and persuasion in

the face of ambivalence are deemed
counterproductive. These approaches,
along with labeling the adolescent
with his or her behavior (“a smoker”)




can be expected to elicit a defensive
response and increase resistance. If
you see signs of resistance, shift to a
new strategy.

Change is most likely to occur when a
problem is recognized and the patient
believes in his or her ability to do
something about it. Communicat-
ing optimism about the motivated
patient’s ability to succeed at a desired
change is a powerful facilitator. When
you believe your patient is ready

to change, support self efficacy by
expressing your optimism. Point out,
with permission, that change is not
an all-or-nothing venture. Describe
the patient’s past successes and failures
as learning opportunities. Help the
adolescent identify a range of effective
alternatives for achieving his or her

goals.

WHAT DOES MI
LOOK LIKE?

MI employs open-ended questions
and reflective listening to engage the pa-
tient in a conversation about a behavior
change intended to maintain health
and/or decrease risk. MI increases the
adolescent’s receptivity and decreases
resistance. This begins with rapport,
and to that end, the pediatrician takes
care to verify his or her interpretation of
patient statements by paraphrasing and
summarizing what is said. Finally, the
pediatrician never offers information or
advice without first requesting and re-
ceiving permission to do so, and always
seeks feedback on any suggestions.

Strategies to Establish Rapport

Reflective listening, open-ended
questions, affirmations, and summaries
are key MI strategies used to build rap-
port early in a visit.

Reflective listening calls for a warm,
nonjudgmental restatement, clarifica-
tion, enhancement, or expansion of
what your patient has said. Younger
adolescents may respond better to re-
flections of emotion than to reflections
of meaning. (Table 1)

Open-ended questions encourage
patients to talk about thoughts and

feelings; they are phrased to prompt the
patient to elaborate. With younger ado-
lescents, it may help to begin with a few
choices (Would you like to talk about X,
Y, or Z today?) but always end with an
open-ended question (...or maybe there
is something else you would rather discuss?
What do you think?).

Affirmations express appreciation. (/
really appreciate your being so honest with
me, or Thats an excellent idea!) Affirma-
tions should be genuine and used spar-
ingly; overuse sounds inauthentic.

Summaries bring together thoughts
or feelings that your patient has shared.
If appropriate, talk about how you
think they fit together. There are 3
types of summaries: (a) collecting sum-
maries are used during the process of
exploration and are meant to gather to-
gether the patient’s statements; (b) link-
ing summaries are used to tie together
what has been stated with something
previously expressed in order to develop
discrepancy; and (c) transitional sum-
maries are used to prepare for a shift in
focus (as when ending an encounter)
by pulling together essential points to
decide on the next step.

MI STRATEGIES FOR BRIEF
OFFICE ENCOUNTERS

Certain MI strategies to enhance
rapport or build motivation for change
adapt well to office practice. It would
be unusual to use more than 1 or 2 of
these strategies in a single office visit.

Ask Permission

Before offering information or
advice, find out whether it will be
welcome. (Would you like to know more
about 2 or Would it be
okay if I told you what I thought about
this?) This step is critical. If your patient
declines, move to another topic.

Elicit-Provide-Elicit (Ask-Tell-Ask)
Before launching into a lecture,

first elicit what the adolescent already

knows about the topic and/or options

for behavior change. Many patients will

already have the needed information or

may have excellent ideas about what to
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do. In that case, shift focus to the pro-
cess of framing a realistic plan to imple-
ment their ideas. Again, be sure to ask
permission prior to giving information
or advice, and after doing so, elicit the
adolescent’s reaction to what you have
said (What do you make of this informa-
tion/these options? How does this help you
or change things?)

Decisional Balance

Ask your patient to talk about the
advantages and disadvantages of the
change he/she is considering. Ask about
the “good” and “not so good” things
about change rather than the “good”
and the “bad.” For patients who are not
interested in change (precontemplation
stage), ask about the pros and cons of
maintaining the status quo. For patients
in precontemplation stage, summarize
the 2 sides, presenting the patient’s
argument for change second, then ask
an open-ended question prompting talk
about the change or a commitment to
change. The dialogue below might be
useful for a patient who is not inter-
ested in quitting smoking:

1 would like to better understand what
you see as the ‘good things” about smoking
cigarettes. What do you enjoy or like about
it? What else? (Ask until no further
“good things” arise, then continue.)
What is the other side of that? What are
the ‘not-so-good things” about smoking
cigarettes? What else? (Again, ask until no
further “not-so-good things” arise. Then
reflect both sides by summarizing.)

So the good things about smoking are. ..
and the not-so-good things are.... Finally,
ask your patient to assess: What do you
make of this? How does this fit with how
you see your smoking and how does it fit
in with your future goals?

Discrepancy is uncomfortable.
People do not like feeling internally dis-
crepant and will work to resolve incon-
sistencies by changing their behavior to
fit their goals, values, perceived identity,
or beliefs.

Importance and Confidence Rulers
It is sometimes helpful to assess
early-on whether to focus on reasons



to change or confidence in ability to
change. Importance and confidence
rulers are useful tools in this regard.
Ask the patient, On a scale from 0 to 10
where 10 is the most important and 0 is
the least important, what number would
you give for how important it is to you to
(behavior change)? Why did you choose
a (current number) instead of a (lower
number)? What would need to happen to
make it a (higher number)? Then ask,
On a scale from 0 to 10 where 10 is the
most confident and 0 is the least, what
number would you give for how confident
you are that you could (behavior change)
if you wanted to? Why is it a (current
number) instead of a (lower number)?
What would need to happen to make it a

(higher number)?

Some adolescents have difficulty
assigning values to numbers without
a visual aid. In these instances, it may
be helpful to draw two separate visual
scales, one each for importance and

confidence. (Figure 2)

Agenda Setting

When more than one behavior could
benefit from change, ask your patient
to set the agenda to focus discussion
on what interests him or her most. Be
honest if you have a different primary
concern. It is appropriate to say, / hear
you are most interested in losing weight
right now and at the same time I am very
concerned about your drinking and driv-

ing. Can we talk about that, too? What
might be the first step to look at both of
those goals? The goal of agenda setting is
to understand the adolescent’s priorities
and let him or her select the focus.

FRAMES

Miller and Sanchez (1994) identi-
fied essential components of effective
brief intervention, summarized by the
acronym “FRAMES,” which overlap
substantially with the key elements of
ML. In a busy office practice, the pedia-
trician can conduct a short, FRAMES-
based conversation after completing the
history and physical examination. The
example below describes a pediatrician’s
encounter with a 15-year—old patient

Stirategies fo Increase Receptivity

Strategy

Simple reflection

Reflection of meaning

Reflection of feeling

Double-sided reflection

Amplified reflection

Description

Repeat what the patient has just said,
staying close to his/her words

Reflect implied or underlying cognitive
content in what was just said.

Reflect implied or underlying affective
content in what was just said.

Used when both sides of ambivalence
have been expressed: reflects the two
perspectives, usually starting with the
side favoring the status quo and
ending with the side favoring change.

Used when only the negative side of
ambivalence is expressed: exaggerate
or intensify what was said to lead the
adolescent fo correct the distortion. (This
requires a light touch so as not fo sound
sarcastic. It is effective only when teen
has some ambivalence.)

Examples

Teen: You say that | have to do all this, but |
don’t think | need it to feel better.
Pediatrician: You’re not sure that this is
really necessary.

Teen: I'm no alcoholic!
Pediatrician: That label really doesn’t fit
you.

Teen: I'm no alcoholic!
Pediatrician: It makes you angry when you
think someone sees you that way.

Teen: Somefimes | get mad at myself for
spending so much time getting high, but |
don’t do it during school, so | know I'm no
addict.

Pediatrician: You don't believe that you're
addicted to marijuana and at the same
time it bothers you when you spend

most of your fime gelting high.

Teen: I'm not sure | really need to go
through all this treatment.

Pediatrician: Your life is really fine right
now, just the way it is.



who smokes and who presents with
wheezing. The patient has asthma and
his pulmonary function tests have been
worsening,.

Feedback (Review current status):

On your exam right now I hear a lot of
wheezing, which goes along with your
[feeling short of breath and coughing. Your
tests today show that your lungs are not
working as well as they usually do. I also
notice you have a pack of cigarettes in

your pocket.

Responsibility (Emphasize personal
choice): It5 up to you to decide when or if
you are ready to change your smoking

Advice (Recommend change): /s ir

okay if I share with you what I think is
important for you to do right now for your
health? (Wait for affirmation; proceed

if received) The best thing you could do
right now is stop smoking at least while
you are wheezing. What do you think of

Sirategies to Decrease Resistance

that suggestion?

Menu (Present alternative strategies or
options): [ realize that stopping cold tur-
key might be very hard. You might have
some ideas about ways to help you stop or
cut down, and I could also suggest some
options if you were interested. (Start with
the patient’s ideas; if none emerge, offer
suggestions.)

Empathy: / imagine even thinking about
making this change may be hard.

Strategy
Shifting focus

Emphasizing personal

choice and control

Reframing

Agreement with a twist

Coming Alongside
leg, siding with the
negative)

Description

Temporarily shift attention away from
contenlious area to common ground

Assure that any decision about whether or
not to change is the adolescent’s choice;
only he/she can take action toward change

Restates what was said from a new
perspective and invites adolescent fo
consider this viewpoint.

Combines a reflection and a reframe;
requires a light fouch and sensitivity so it
doesn’t sound like sarcasm or criticism.

A last resort: agreeing with expressions of
negativity. Extreme exaggeration intended
to bring the adolescent back to a more
open posture.

Examples

Teen: You say that | have fo use something
for birth control, but | don't think | can get
pregnant.

Pediatrician: You're confident that you
don’t need birth conirol to keep from
getiing pregnant. Telf me about that.

Teen: You say that | have o use something
for birth control, but | don't think | can get
pregnant.

Pediatrician: Whether or not you start
birth control is completely up to

you. | definitely would not wanft you

to feel pressured to fake anything against
your will.

Teen: Every time | talk to my parents they
bug me about my smoking. Why won't
they get off my back and leave me alone?
Pediatrician: Your parenis worry about
you, but it feels more like nagging than

a way of expressing the concern they
have for you.

Teen: Every time | talk to my parents they
bug me about my smoking; why won't
they get off my back and leave me alone?
Pediatrician: You really do wish they
would leave you alone, even if it meant
that they had fo stop caring about what
happens fo you.

Teen: I'm really not sure | want to go
through all this stuff you want me to do.
Pediatrician: This treatment is just more
than you can handle. Maybe this isn't
the right time for a change.



Self-Efficacy (Reinforce hope and opti-
mism): Lets look at your past successes to
see how you might apply what you learned
from those experiences to this situation.
Im confident that together we can come
up with a way that will work for you
when you decide you want to do some-
thing about your smoking.

The Behavior Change Plan
A behavior change plan is especially
appropriate when the patient is in
preparation stage (close to readiness for
immediate change). Some patients can
develop a behavior change plan on their
own; others will need guidance. A typi-
cal behavior change plan includes the
following components:
* The changes [ want to make are:
* The most important reasons to make
these changes are:
o The specific steps I plan o make in
changing are:
* Some people who can support me are:
* They can help me by:
* [ will know my plan is working when:
* Things that could interfere with my
plan (barriers) and possible solutions
include:

MI CASES

The following cases illustrate
practical use of MI in encounters with
patients at different stages of readiness.

Precontemplation

Philip is an 18-year-old high school se-
nior who comes to your office for a regular
health supervision visit. His dad stopped
you in the hall prior to the visit to say that
he wants you to “make Philip stop smok-
ing.” The psychosocial history reveals that
Philip smokes about a pack of cigarettes
a day and has no interest in cutting back
or quitting. In fact, he volunteers, “I love
to smoke.” Philip is planning to work as a
car mechanic after graduation from high
school. He plays no sports. His physical
examination is completely normal. How
do you start using MI?

Philip is in the precontemplation
stage; attempts to persuade him to set a
quit date will likely be futile. In this cir-
cumstance, the goal is not to push him
to change his behavior but rather to
help him think about making a change.
Possible barriers to change include
ignorance (or misinformation) about
relevant risks or consequences, lack of

Importance and Confidence Rulers

While many adolescent patients will respond readily to a question such as,
How important is it to you to quit smoking right now?2 or How confident are
you that you could quit smoking if you wanted to right now?, this approach
may be too abstract for younger adolescents. If this is the case, importance
and confidence rulers, as illustrated below, can be quickly drawn on a piece
of paper to use as visual aids. Ask the adolescent to point to a number on
the scale that indicates how important (or how confident) he or she feels
about making a specific behavior change.

0 1 2 3 4 5 6 7 8 9 10
\

Most Important (or most confident)

Least Important (or least confident)

The focus of the conversation will depend on the rating levels for importance
and confidence. If one number is distinctly lower than the other, focus on the
lower number first. If importance is low (<5), or if both importance and con-
fidence levels are about the same, focus on importance. If both are very low
(<3), explore feelings about talking about the behavior. If both are high (8-10)
explore what is preventing the adolescent from changing the behavior.

6

confidence in ability to change, and
contentment with his current situation.
Given what you know, start by asking
Philip first about the good and not so
good parts of his smoking, and also
how smoking fits into his life and his
goals. Then summarize and play back
what you heard, starting with the pros
and ending with the cons. Follow with
an open-ended question: So where do
you want to go from here with your smok-
ing? Elicit his perception of the risks

of smoking and facilitate a balanced
discussion of the pros and cons of his
behavior in light of his goals for the fu-
ture. Don’t push too hard, but facilitate
his moving toward the contemplation
stage by developing any discrepancy
between his current behavior and what
he wants out of life. If he really does
not want to think about quitting or
cutting down now, thank him for being
honest with you and tell him that you
would like to talk some more at your
next visit. Then ask when he would like
to come back.

Contemplation

Janie is a 16-year-old junior in high
school who comes in for follow-up of a
new prescription for contraception. She
is sexually active with one male parmer
and had started an oral contraceptive
4 months before. Janie states that she
stopped taking the pill a month ago be-
cause she was having a lot of vaginal spot-
ting. When you ask how taking the pill at
the same time each day worked for her, she
sighs, “I just couldn’t seem to remember to
take it, no matter what I tried. Maybe I'l]
Just stick with condoms for now. Maybe I
will be able to remember to take the pill
more regularly when I get back to school
in the fall.” You thank Janie for being
honest about her difficulties in taking the
pill. What do you do next?

Janie is in the contemplation stage.
She realizes that her plan for taking the
pill didn’t work very well and she isnt
sure what to do. She is not committed
to restarting the pill or starting another
contraceptive method right now. Your
task is to reinforce her commitment to
change by helping her move to prepara-



tion stage. Elicit from her the benefits
of taking the pill consistently and on
time and reinforce her confidence in
her ability to do so (self-efficacy). Talk
about what kinds of reminders worked
and what kinds did not. Give an af-
firmation (/¢ sounds like you have really
thought about this issue and have already
done some smart things like using your
cell phone alarm.) Ask what she knows
about contraceptive methods that do
not require daily dosing. If her knowl-
edge of contraception is inaccurate or
incomplete, ask her permission to pro-
vide information about other methods.
Ask Janie where she stands in terms

of changing to another contraceptive
method or developing other ways to
remember the pill. Underscore that she
will be the one to decide whether or not
she is ready to make a decision today,
would prefer to read more or think
about it, or wants to discuss it with her
partner. If she makes a commitment to
start a new method or resume pills, ask
her to identify any barriers to her plan
and help her to refine it. Remember to
honor Janie’s decision to change or not,
and be sure to ask her to set up follow
up by phone and/or in person.

CONCLUSION

MI is a useful tool for counseling
adolescents in the office. By recogniz-
ing that patients may be anywhere on
the spectrum of readiness for change,
pediatricians can meet patients “where
they are” and work collaboratively to
enhance their health. The collaboration
can be rewarding and fun. It is amaz-
ing how resourceful adolescents can be
when their opinions are elicited and
lecturing is eliminated from the office
encounter. MI enables the pediatrician

to support the adolescent’s autonomy,
facilitate development of important life
skills, and promote healthy choices.
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A Note from the Editor

The annual editorial column that marks a new volume, this one launching our 20th year of publication, gives
me the opportunity to introduce and welcome 2 new editorial board members who joined us this summer: Amy
Middleman, MD, MPH, FAAD, of the Baylor College of Medicine Texas Children’s Hospital in Houston, and
Marsha Sturdevant, MD, FAAP, of the University of Alabama at Birmingham. Drs Middleman and Sturdevant
are replacing Drs Walter Rosenfeld and Carol Ford. We thank Drs Rosenfeld and Ford for their hard work,
energy, and clinical insight and wish them the best in their future endeavors.

I also want to extend a heartfelt thank you to Merck & Co., Inc., which has provided financial support for
Adolescent Health Update (AHU) since February 2006. We rely on outside funding sources for much of our bud-
get, beyond what the American Academy of Pediatrics generously provides to us through their administrative
support, and we appreciate Merck’s decision to fund this publication.

Finally, this editorial gives me the opportunity to underscore the mission of AHU and the messages that we
try to infuse in each issue. In framing content, we are sensitive to the time constraints that complicate schedul-
ing in the general pediatrician’s busy office practice. These challenges are often most apparent with the many
clinical issues, both medical and psychosocial, that relate to the care of adolescents and their families. In select-
ing topics for this year and the next, we have tried to offer useful tools for counseling strategies when time is
short, along with information about effective approaches to the medical concerns of modern adolescence (eg,
new immunization strategies, lipid disorders, and, in our next issue, care of teens with autism spectrum disor-
ders). By providing the tools to tackle these issues efficiently and effectively, we hope to enhance your ease and
enjoyment in providing care to the adolescent patient.
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PATIENT RESOURCE PAGE

Are You Ready to Make a Change?

The first step toward success is to focus on a goal. Use this readiness ruler to think about getting

ready to make a change.

READINESS RULER

0 2 4
Least

Think about a specific change you are considering.

Then ask yourself “On this ruler from 0 to 10,
where 0 is the least ready to make this change and 10
is the most ready, how ready am I to make this change
right now?” Once you decide on the number, ask
yourself “Why did I pick that number and not a lower
number?” Think of all the reasons. Then ask yourself
“What would need to happen to help myself feel more
ready to make this change?” Think of all the things
that would need to happen and what you could do to
feel more ready.

Pros and Cons of Change and
Pros and Cons of Keeping Things
the Same

When trying to decide if you should change, it is
helpful to list all the good and not-so-good things
about making that change. Then make a second list
of all the good and not-so-good things about keeping
things the same.

Write down a possible change you could make and
then write out all the good things and not-so-good
things about making this change.

Make a SMART Plan
Once you have decided what you want to change
and know how ready you are, use this sheet to make a

Most

SMART plan. A SMART plan should be:

Specific

Measurable (something you can tell is changing)

Achievable (something you can do well)

Realistic

Time-framed (has a specific time when you
plan to do each step)

Your plan does not have to be a commitment to do
something. It might be a plan to:

1) Think about what you talked about with your

healthcare provider

2) Talk with other people about your ideas

3) Get more information to help you make some

decisions

Think about what you might consider doing, or
might plan to do, between now and your next visit. It
is up to you to decide what to put in your plan.

The best plans have small steps towards change.
Only you can decide whether or not you want to
change anything about your health. Consider what
specific steps you want to take and why. Think about
barriers — things that might work against your success
— and make a plan to deal with each barrier. Come up
with a list of people who can help with your plan and
write down exactly what each person can do to help

you. Now you can make your own SMART Plan.

Turn this page to find a worksheet that will help you plan your next steps.



SMART Plan Worksheet
My SMART Plan will be to:

Small steps I can take toward my goal:

Reasons this is important to me:

Things that might get in the way of my plan: —  Solutions to these barriers:

People who can help —  What each person will do:

This patient education sheet is distributed in conjunction with the October 2007 issue of Adolescent Health Update, published by the American Academy of Pediatrics.
The information in this publication should not be used as a substitute for the medical care and advice of your pediatrician.

Pediatricians are encouraged to photocopy this patient resource page . o
and worksheet for distribution to patients. American Academy of Pediatrics
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